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conditions are particularly associated with refusal to acknow-
ledge illness-"denial." Also, sick doctors worry about losing
their jobs, their status, and their incomes, and have every
reason to deny their problems. The problem of denial is
compounded by the "conspiracy of silence" that surrounds
sick doctors, and an effective scheme for helping them is
essential.

In the United States confidential and informal systems have
been shown to work. One ofthe oldest is the Medical Association
of Georgia's Disabled Doctors' Programme: after its first two
years 29 of 64 disabled doctors were able to return to practice,
and 20 were still in treatment.6 The non-coercive schemes that
exist in most of the American States all differ from one another.
When setting up a system many things have to be considered:
who will run it; whom will referrals be accepted from; how
will these be verified; how will the programme be publicised;
how will the sick doctor be approached; what kind oftreatment
will be offered and where; how will the programme be
financed; will records be kept; will there be a formal link with
a coercive system; and how will the system be evaluated ? If it
is accepted that informal and confidential schemes are needed
the first question in Britain is who should organise them?
Should it be the appropriate colleges, should it be the BMA,
or should it be done locally ? The anaesthetists, to whom much
credit is due for their initiative, are convinced that there are
advantages in organising a system on a specialist basis. For one
thing specialists understand best each other's problems.

The anaesthetists' scheme started only because the right
people were in the right place at the right time, but sick doctors
in other specialties should not be left waiting for such a chance
constellation ofmotivation and opportunity.
There are other ways, too, of helping sick doctors: firstly,

by trying to prevent the problem arising at all; and, secondly,
by providing an ethical framework for dealing with the
problem. Prevention must begin in medical school, and
students should be given more information about the risks of
alcohol dependency, drug addiction, and the emotional and
professional problems that doctors encounter. As long ago as
1972 the American Medical Association House of Delegates
adopted a policy that any doctor who became aware of a
problem in a colleague had an ethical responsibility to do
something.4 Doctors worried about a respected colleague are
in a terrible dilemma, and a clear ethical declaration should
make it easier for them to act. Doctors in Britain should adopt
such an ethical standard.
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The pacing industry
Since the first attempts at cardiac pacing in 19521 and eventual
successful placement of an implantable pacemaker on
8 October 1958 their use has transformed the treatment of
cardiac arrhythmias. Around one-third of a million patients
throughout the world have had a pacemaker implanted.2 The
development of implantable, self-contained, non-rechargeable
power sources, the perfection of the transvenous approach,
and the construction of pacemakers that can respond to the
electrical activity of the heart have combined with growth in
our understanding of the anatomical and electrophysiological
abnormalities that cause arrhythmias to expand the indications
for pacing. The sick-sinus syndrome, a term introduced in
1968 by Ferrer3 to describe the clinical and electro-
cardiographic abnormalities in dysfunction of the sinus node,
has now become the most frequent indication for permanent
cardiac pacing. Its features range from severe persistent or
episodic sinus bradycardia, sinus arrest, sinus pause, or
sinoatrial block to atrioventricular junctional escape rhythms
and the bradytachyarrhythmia syndrome, in which slow and
rapid arrhythmias coexist.
When to implant a permanent pacemaker is not always an

easy decision. Pacing is mandatory in third-degree atrio-
ventricular block, whether the site be the atrioventricular
node, the bundle of His, or distal to the bundle of His.
Atrioventricular block of Mobitz type II (in which the P-R
interval is fixed) is also an indication for pacing owing to the
high risk of the condition progressing to complete block. The
role of pacing in patients with fascicular blocks is still
unresolved. At present pacing seems warranted in patients
who hive symptoms and who have right bundle-branch block
combined with block of the superior division of the left
bundle (left anterior hemiblock); right bundle-branch block

combined with block of the inferior division of the left bundle
branch (left posterior hemiblock); bundle-branch block
associated with first-degree atrioventricular block; and
alternating bundle-branch block. Some patients with frequent
life-threatening refractory tachyarrhythmias that fail to
respond to drugs and others with toxic side effects from drug
treatment may benefit from various cardiac pacing techniques.
Finally, in some patients the indications for pacing depend on
data derived from His-bundle electrocardiograms, intra-
cardiac stimulation, and mapping techniques. The value of
pacing in the management of patients with the hypersensitive
carotid sinus syndrome is under scrutiny; and as implantable
defribrillators become available the range of indications will
become even more complex.

Recently Howard Friedman and his colleagues4 have
suggested that the rapid expansion of technological develop-
ments in pacing and the ready availability of devices have led to
their excessive use and that the indications for pacing have
been too liberally interpreted. In the United States 66 723
new implants and 30 025 generator replacements were carried
out in 1978. During the same period in Britain, with a popula-
tion about one-quarter of that of the United States, the
comparable figures were 4200 and 3300.5 A reasonable balance
probably lies between these extremes.

Steps have been taken to ensure that selection of patients
and the fitting of pacemakers are carried out by properly
trained staff in specialist centres. The European Society of
Cardiology set up several working groups on cardiac pacing
in 1976,6 and 25 countries now have groups or societies
concerned with cardiac pacing, with good communications
with the recently established International Association of
Pacemaker Manufacturers. A registration card for patients
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with pacemakers has been designed to permit continuous
monitoring of the reliability of the devices and to facilitate
national surveys. A special organisation called Stimarec has
been formed in France and operates in many European
countries, including the United Kingdom, for monitoring
early malfunction of pacemakers.
A new journal, Pace,7 appeared in January 1978 claiming

that its existence represented a watershed in the discipline and
arguing that no journal of general interest could do justice to a
highly technical subject which had grown so rapidly. Certainly
data on the worldwide experience of and initiatives in pacing
need to be readily available to practitioners so that they can
keep in touch with developments in a discipline in which
change is unusually rapid.
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Echoes from the gall bladder
Finding stones in the gall bladder is a task ideally suited to
ultrasound scanning. A fluid-filled sac is an excellent trans-
mitter of sound waves, and gall stones are usually very echo-
genic. Several recent reports (mostly from North America)'-6
have, indeed, suggested that grey-scale ultrasonography is as
good as oral cholecystography in detecting gall stones or
showing their absence. In a recent large series from a Van-
couver teaching hospital,7 real-time grey-scale scanning missed
only five patients out of 261 proved to have gall stones, a
sensitivity of 98%. Nor was this sensitivity gained at the price
of false-positive diagnoses: in 43 patients proved not to have
stones the scanning technique correctly diagnosed their
absence. In only one case was the negative diagnosis given by
scanning probably wrong, so that the specificity, too, was 98%.
In six patients scanning was inconclusive.

Should, then, ultrasonography replace cholecystography as
the first investigation in the search for gall stones ? Despite 50
years of faithful service, the cholecystogram has limitations.
When the cystic duct is blocked the diagnosis of gall stones must
rest on absence of opacification of the gall bladder, which has
other causes. The exposure to radiation is not trivial, two if
not three visits may be required to the radiology department, a
few patients react adversely to the contrast medium, and the
examination may fail if the liver is diseased. In contrast, ultra-
sonography usually requires only one visit, is free of risk, and
more often gives a definite answer, even in the presence of liver
disease.
There is, however, another side to the coin. Results as good

as those from Vancouver can be obtained only by strongly
motivated and highly experienced ultrasonographers. Good
scans may be difficult to obtain in very fat patients and may be
impossible when there is gas in intestine overlying the gall
bladder. A shrunken, chronically inflamed gall bladder may be
impossible to locate. The Vancouver group claims that it
takes less than five minutes to examine the gall bladder

adequately, but most British radiologists would expect to take
longer. The traditional cholecystogram takes up very little of
the radiologist's time.
A key question concerns the quality of records and the ease

with which the clinician can read them. This is especially
important to the surgeon, who has to decide whether or not to
operate on the basis of the film he holds in his hand. Real-time
scanning is attractively quick but, with present equipment,
produces poor still pictures. Real-time images may be stored
on videotape, but such images are difficult to recall and to
project for group viewing.

Ultrasonography has other disadvantages. It does not show
lesions of the gall bladder such as adenomyomatosis, diverti-
cula, and septa (though these are seldom clinically important).
It does not distinguish the radiolucent stone, which usually
responds to treatment with bile acids, from the radio-opaque
one, which does not. Nor does it confirm the other pre-
requisite of medical treatment-good function in the gall
bladder, though this could be deduced from its contraction
after a fatty meal.

Perhaps these two imaging techniques are best still con-
sidered as complementary rather than as alternatives.2When
the cholecystogram fails, scanning will usually give a diagnostic
result. Ultrasonography is the technique ofchoice in pregnancy
and liver disease and when a rapid diagnosis is required. Good
results cannot, however, be expected from cholecystosono-
graphy unless it is performed regularly by someone who is
seriously interested in it and has good, modern equipment.
Should hospitals which do not offer an ultrasound service start
to do so ? They may well be advised to wait: technical improve-
ments are constantly being made in ultrasonic scanners.
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Acute urethral syndrome
in women
Symptoms from the lower urinary tract-dysuria, increased
frequency or urgency of micturition, and a feeling of incom-
plete emptying of the bladder-occur so commonly that
many regard them as normal. In one survey just over a fifth
of women between the ages of 20 and 64 had experienced
burning or pain on passing urine in the past year; in nearly
10% the dysuria had lasted for more than two weeks; only one
in 10 of the women with dysuria had consulted her general
practitioner.' About 10% ofpatients presenting to their general
practitioners with symptoms suggesting urinary tract infections
are subsequently referred to hospital for further specialist
assessment and investigations.2
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